Introduction
Majocchi's granuloma (MG), also referred to as fungal folliculitis, granuloma trichophyticum or nodular granulomatous perifolliculitis, is an uncommon deep fungal infection. It is most commonly caused by Trichophyton rubrum. MG may appear in any hair-bearing skin area, most often on the scalp, the face or the extremities [1] . We present a case of MG on the pubis of a young female.
Case Report
A 27-year-old, immunocompetent woman was referred to us for a painful, inflammatory plaque of the pubic area of 3 months' duration ( fig. 1 ). On clinical examination, a sharply demarcated, dusky red, swollen plaque with subcutaneous nodules and cysts, covered by yellowish crusts, was observed. Two smaller, annular, scaly plaques could also be seen on the left thigh. In addition, inguinal lymphadenopathy and a fever of 38.3 ° C were present. History revealed that the patient used to shave this area during the past years. Previous treatments with amoxicillin, ciprofloxacin and topical betamethasone valerate with fusidic acid had been unsuccessful.
Direct examination and culture of bacterial swabs were negative. In contrast, direct examination of a 20% KOH preparation
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was positive. Cultures of scales and pus taken from the lesions revealed Trichophyton rubrum. Routine blood tests were within the normal range. HIV testing was negative. She did not consent to skin biopsy because of severe pain. Clinical examination of her husband showed the presence of tinea cruris of 1 year's duration. Mycological examination of the scales also revealed the presence of T. rubrum.
Both patients were treated with itraconazole 100 mg once daily for 4 weeks, and miconazole nitrate cream twice daily. On the follow-up visit, the husband responded very well, but the wife's improvement was not satisfactory. Painful inflammatory nodules of the pubic area were still present. She also reported dry mouth after itraconazole initiation. Terbinafine was started at a dose of 250 mg once daily for 2 months. At the end of the treatment, her general condition was excellent, inflammatory nodules and cysts had subsided, and only postinflammatory hyperpigmentation was evident ( fig. 2 ). Mycological examination was negative. She reported no adverse events during the treatment course with terbinafine.
Discussion
MG was first described by Prof. D. Majocchi as 'granuloma tricofitico' [2] . Unlike inflammatory tinea or kerion, which result from a hypersensitivity reaction to an infection induced by dermatophytes, MG usually starts as a suppurative folliculitis that may terminate in a granulomatous reaction [3] .
There are two clinical types of MG. The follicular type is frequently seen in young women who shave their legs [4] , as in our patient, or following local immunosuppression after prolonged use of topical corticosteroids or calcineurin inhibitors [5] . The subcutaneous type occurs in immunocompromised hosts [1] and is manifested by plaques, subcutaneous nodules and abscesses. Mycologic examination is necessary to identify the responsible organism. Histological examination has proven helpful to establish the diagnosis.
Treatment of MG includes systemic antifungals, such as terbinafine and itraconazole. Topical antifungal treatment administered as monotherapy is ineffective because it is not able to penetrate through the dermis and/or the subcutaneous tissue.
The clinical presentation of our case included inflammatory plaques, follicular lesions and subcutaneous nodules. Localization of MG in the pubic area is highly unusual. To our knowledge, this is probably the first case of pubic MG to be reported in the literature. Skin-to-skin transmission during sexual practices should be considered in our patient. Repeated shaving of the pubic area, misdiagnosis as a bacterial infection and the use of a topical corticosteroid on a preexisting tinea may also have played a causal role.
In our patient, itraconazole 100 mg once daily administered for 4 weeks proved ineffective. Steiner et al. [6] reported a heart transplant patient under prednisone, azathioprine and tacrolimus who developed a widespread T. rubrum infection presenting as MG. This fungal infection proved unresponsive to an 8-week regimen with oral itraconazole 100 mg b.i.d.
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Color version available online Fig. 1 . Impetiginization of inflammatory plaques and subcutaneous nodules are seen in the pubic area. Two small, annular, scaly plaques can also be seen on the left thigh. Oral terbinafine for 4-6 weeks is considered the treatment of choice for MG. However, in a recently published case, an immunocompetent man with an MG refractory to itraconazole and oral terbinafine was treated successfully with voriconazole [7] .
The best results are probably achieved by a combination of systemic and topical antifungal therapy [1] . This therapeutic approach proved to be beneficial also in the present case.
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